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This visit was a (Core) ESRD recertification
survey.

Survey dates: June 24, 25, and 26, 2013
Facility #: 10186
Medicaid Vendor #: 200157300

Surveyor: Susan E. Sparks, PH Nurse Surveyor
Miriam Bennett, PH Nurse Surveyor

Fresenius Medical Care Shelbyville Dialysis is in
compliance with the Conditions of Coverage 42
CFR Part 494.

QA: Linda Dubak, R.N.
06/27/2013
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program participation.
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